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Alcoholism researchers in the pa^t 35 years have 
emphasized abstinence as the major criterion of treatment success* In 
recent yearsf however, this emphasis has been questioned and from the 
current debate over treatment goals and outcome measures at least two 
areas of controversy have emerged. The first, called. the 
*'abstention*moderation" controversy, questions whether some 
alcoholics can return to and maintain normal or controlled prinking, 
and discusses the implications^ of this outcome for treatment goals. 
The second involves the broadening of 'outcome measures to include a' 
wide spectrum of social and psychological l>ehavior, including 
attitudes and self-concept, jol^ an4 marital stability, and earnings 
or income from employment. Research on various aspects of these two 
areas has been conducted, but a resolution of the conflicts has not 
yet eiierged. (Author/BP) 
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THE OUtCOME DEBATE ' . / " : ^ 

^ f Iri; recent^years, evaluation^ of alcoholism^'treatmeiit have become 
' complicated, and to an increasing extenty characterized by concern over 

tlefinitions of treatment outcomes. The focus 6f interest has shifted 
. from how well any particular' treatment works to the' in^re fundamental 
i^uefstion of/which dimension of outcome should serve as valicj criteria 
of [assessment. ■ ^ . , ^ *^ 

! Given the- considerable pxogresg ;nade in the al<?oholism f^eld, the' 
issue of outcome definition has arisen rather-late.^ During the past 
thirtjfy-f ive years or so; 'basic research on the nature of alcoholism 
Has advanced, treatment t«echniques have proliferated^ and increasing \ 
nuiabers of incliv'iduals have been' ide^itified and treated for problems - 
^ pf^alcohol abuse and alcoholism^ And, over most of that sam^' period , 
th^re has'^been strong emphasis by alcoholism researchers on abstinence 
as the major criterion of treatment success. In recent years, *Jiowever, 
th: s emphasis has been .questioned , and consensus^has^been replaced by ^ * 
a iiangled net of competing definitions of outcomes wiiich in' turn are 
entwinefi with basic concepts cio^cem^g the nature of alcoholism and 
its proper management. , 7 

There are at least^two distinct ^fa<:ets to the current debate over 
treatment goal& and outcome measures. The first, concerning drinking 
behavior per se, has been described in contemporary alcoholism litera-- 
^ture 3S the Vabatention-^moderation" i6nt*rpversy* The central issues 
here? are whether some alcoholics return t o"^ a^d maintain normal 'or con-' ^ 
trolled drinking', *nd if so, what Implication thia^ outcome should have 
for treatment ioalfi^. , ^ - ' * 

The second aspect involves the broadening of outcome measures to ' 
include a-wide spectrum of social and psychological behavior, including 
attitudes and ^elF-concept, job aad marital stability, earnings or in- 
come from emplojrment. From one point of view, these outcome measures > 



aife the ultimate ^tests of treatment success, since the ^ypical alcoho- 
lic seeking treatment is generally suffering from many social apd psy- 
cjrological problems which are' often perceived as the consequences of 
alcohol ^buse. On the other hand, some have argued that many of these 
pr^oblems^re not -the direct result of alcoholism in the first plac^ 
and, whatever 'their cause^ may be beyond the ability of mpst treatment 
personnel to solve. From this perspective, treatment success should 
be judged primarily by changes in drinking behavior and it& immediate 
medical and behavioral consequences. 

The purpose of this discussion is not ^to res^^e these differing 
viewpoints^ but rather to present recent conceptu^and empirical ad- 
vances in the assessment -of treatment outcomes. A brief review of some 

of the theo^tical issues in alcoholism treatment will set the stage 

* ^ ' t & 

for a, subsequent review of outcome research findings. 

' - ,f * - ' 

Drinking Behavior / 

The standard of abstinence as th^ major criterion of successful 
outcome is closely associated with the perspective of Alcoholics Anony- 
mous and with the more formalized disease mo(lel of-'alcoholism as pos- ' 
tulated by E.M. Jellinek (1960). Chief 'airfong the assumptions of the 
latter mod^ is that alcoholism is a progressive and irreversible di? 
sease procey characterized by a chronic **loss of control'' over consump 
tion and craving for alcohol. The model holds further that jthe disease 
of alcoholism cannot be cured; its course can, however, be successfully 
arrested but Vnly by total abstinence from all alcoholic beverages. 
It should be noted that Jellinek-was cafeful jto phrase his model as 
a ''working hypothesis** based on clinical experience and retrospective 
accounts of alcoholic's- . 

^The abstinence criterion receives further support from a substan- 
tial proportion of clinical practitioners who work in thes alcoljoliim 
field. Many of these practitioners advocate abstinence on a pragmatic, 
rather than theoretical, basis, claiming their experience has jshown 
that most truly addicted alcQhbxic ^patients try but fail to learn 
moderation (Fox, 1976)- ^ > 



While neither the Jellinek nor the less formal clinical models 
have been subjected to rigorc^Os scientific tests, there is some evi- 
dence that has bearing on portions of the inodels\ For example, the ' 
loss of control phenomenon .has been examined in 'controlled observa-' 
tion of alcoholics' drinking: behavior and In experimental laboratory 
settings (Merry, 1966; Mello and Mendel'son, 1971; Engle and Williams, 
1972^ Paredes et. al-, 1973). While it is. arguable that such data 
come frpm highly artificial settings and may not g^neraltle to nalf^ural 
situations, the. results fa^il to support the no&ion that alcoholics 
lo,se control over consumption after a single drink, or that itnmediate 
craving for alcohol is experienced by ^11 alcoholics aftex. drinking 
small amounts. - ' ^ 

Itt addition, there are numerous studies which raise questions 
about the pennanency and irreversibility of ' alcohblism symptoms by - 
documenting a return to^notsnal or social drinking without relapse 'by 
some alcoholics, lliet earliesj: accouiits of social drinking are gendr^ 
^^Tl^^attributed to Selzer and Holloway (1957) and Davles (1962). 
Since those early reports, Pattisoi) (197^) has counted ''clos6 to IOC' 
studies whith have documented the phenomenon of normal or moderate 
drinking among previously ^idgnos^d ^Icoholics^ The reports, moreover 
have converged from various sources. 'Pattison (1976) notes tbai evi- 
-dence of resumed normal drinking has come from relatively large-scale 
follow-up studies »f samples <3f' alcoholics^ as wj&l^ as from single ' \ 

s ■ 

case reports; from treatment' settj,tigs t^here moderate drinking was an 
explicit gaal o^ tt^atment as.'Well as from abstinence-oriented set- 
tings; and from studies of both treated and untreated ^alcoholics. ^ 

These social or controlled drinking, results are thought by some 
to offer support for a psychological learning. model as an alternat'ive 
to the Jelling disease model. Learnlng'models'i^-from which current 
behavior modification techniques derive, view excessive alcohol con- 
sumption as learned behavior amenable to. tielearning rather than as 
symptomatic of an irrev^ifeible physiological add'iction process. The 
behavioral approach views abstlneace ai only. a subs|^ of a fuller 



range of viable drinking out;conie goals (Pattison, 1976). Other out- 
come measures acknowledged in the behavioral approach inclu3^reduced 
consumption", controlled drinking (achieved through BAC discrimination 
training procedures) and hormal drinking (i.e., drinking in low or * 
moderate amounts without^ Impairment), i 

Aside from, empirical research firflflings, another aspect of this 

debate has taken the form of pract ical^'arguments either for or against 

* 

the abstinence standard, Roizen (19771) has. recently compiled^ a list" 
of thirteen reviews which include Vpraptical, utilitarian or therapeu- 
tic advantages, or disadvantages** for abstention and moderation goals 
of treatment respectively. According to Roisen/s content analysis of 
the reviews, the most frequently suggested advantage for alternative 
^goal's was the possibility c/^E attracting into treatment alcoholics who 
may have avoided seeking help in the past l^ecause of their belief, that 
abstinence Would be demanded* It is further argued, in the s§me vein, 
that non-abstinence goals may be more appropriate for those relativel 
less impaired,^ younger, and *'prealcoholic'' patientTs who have remained 
previously untreated. ♦ }^ 

On the other hand, Roizen (1977) notes^tha^* practical arguments 
criticizing non-abstineAce goals include: (L) ^discussion of normal 
Or controlled drinking, vhich may be possible for only a minority of 
alcoholics; will encourage avoidance of treatment and dangerous exper- 
imentation with continued drinking; (2) abandonment of the disease 
model and its dep|.vative abstinence goal may^undetcut the loilg-fought ^ 
tattle, for social recog^iition of alcoholisiQ^^^^disease; and (3) al- 
ternative non-abstinence goals will undermine or destroy , the morale 
of Alcoholics Anonymous oiiich has undoubtedly l\elped more alcoholics 
than any other formal organization. 

While neither scientific evidence nor pragmatic considerations 
offer a fl^al answer for ^reatm^nt goals, there is ample. basis for 
measuring more^ than abstention when .^sessing treatment outcomes. 
Indeed, within the past decade it has 'become commonplace among alco- 
holism researchers to measure the amount and patterns of consumption 
at the start of treatment and again at foll,ow-up for periods when a 
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^former pati^t is not abstaining* Patients are generally' counted as 

"successes' if abstention has Been maintained or if cohsumption hats 

been reduced substantially and the patient is ^re^^ 5f serious problems 

related to <|lnking* ' * " ^ 

With the advent of*^duced consumption or controlled drinking\as 

legitimate tre^tiB«nt outcomes it has become increasingly important to ^ 

measure the direct cc*ti sequences of drinking in addition to the amount ' 

and pattern of drinking^ Assessment of these direct consequence^^ 

often called "behavioral impairment" to distinguish them from broader ^ 

social adjustment indicators, is crucial Since it is known that*some, . 

^icoholics lose tolerance for even modest amounts of alcohol* ]^pair- 

ment might include medical complicatibns such as gas tro- intestinal 

problems or cirrhosis; signs of physical dependence such as tremors, 

sleep disjturbance, or drinking on awakening; blackouts or otheV mental 

abnormalities; and problem behavior while drinking such as fighting, 

accidents, skipping meals, and missing work. Alcoholic's who have re-v 

duced their consumption after treatment generally must not have any 

* 

of these symptoms to a serious -degree if they are to be counted as 

* \ ' ^ * 

^successful cases. 



Broader Outcomes and Socio-pgychological Models 

Just as the pfJysical disease model has provided substantial under- 
pinnings for abstfllJtion go^ls and outcomes, emphasis on broader sociial 
and psychologi<;al outcomes "re fleets other underlying model^ and assump- 
tions about the nature of alc*oholism^ To the extent that these^assump- 
tions can be stated. explicitly, the results of. treatment evaluation . 
research can *p^<^vide at le^st partial evidencfe for the validity of 
models from which treatment practices are derived. 

One such moderl, underlying many psychologically-oriented treat-^ 
ments . (especially psychoanalytic or j)$ychodynamic approaches), views 
■excessive alcohol consumption as ,a manifest symptom of underlying 
psychopatholog>< Treatment, ^therefore, is not aimed solely at drinking 
behavior but rather seeks to uncover the intrapsychic conflicts and - 



to achieve an ultimate cureby altering the patient's basic personality 
structure* According to this model, then, drinking behavior aloi^ does 
nop serve as an adequate measure of treatment outcome. In Calt , the 
model predicts that the attainment of abstinence in the,, absence of re- 
solving deeper psychological problems that -led to excessive/drinking 
in the first place may result* in poor functioning in othep life areas 
o^ alcoholic relapse. Relevant successful outcomes might inc1,ude 
changes^ in basic attitudes and sel^-concept , changes in personality 
and affective states, and impf^vement in general ihentaT health. ^ 

Another treatment model approaches alcoholism as symptomatic 
behavior embedded in a nexus of deteriorated social, economic, and 
interpersonal characteristics. Acjcording to these socio-cultural 
models, no single criterion measure (e.g., abstinence) is sufficient 
to assess outcome; multidimensional measures are advocated in order 
to e*ncompass the full range of. rehabilitation goals. Since "the^ asso- 
ciation ^in the literature between improvement in drinking behavior 
and improvement in other life areas is^ generally of low magnitude, 
reliance on singular criterion measures of consumption are viewed as 
having little predictive utility for estiipating changes in overall 
life .adjustment and global well-being.' From this perspective, valiA 
outcoines t include measures of social adjustment such as' job and marital, 
stability and improved financial circumstances'* ^ 

A final ^conceptual point reqMires comment* In the evaluation of 
alcohol^srti ^treatment ef f ecti^veness , a distinction* should be drawn be- 
tween outcomes which reflect the achievement of a desired^ treatment 
goal and outcomes which reflect positive-changes in patient's behavior^ 
^ and func^'tioning*. An ejcampLe wil^clarify the point. Suppose a given 
treatment h^s as, its spec;ific g^l the training* of controlled drinking. 
Suppose, further, that ^t a certain follow-up point the majority of 
clients are abstaining &tom all, alcphol'^fethei* than drinking ir^ con- 
trolled amounts* While sufh outcome may reflect a failure to ac- 
complish the desired treatment goal (i.e/, controlled consumption), 
certainly it would not be property int^r^^r^ed as indicating an overall 
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l^k of effectiveness of the treatment with respect to alcoholism- 
related behavior* . c . ' * * * , 
Conversely, an abstinence-oriented treatment approach maycountl^ 
as successful outcomes those individuals who do successfully resume 
controlled or normal drinking. In the coh text of measuring overall 
outcomes, counting the latter group ^as treatment fallus^s^^ would seem 
overly restrictive. On the Oipher hand, the fact that some achieve 
success without abstention. should not necessarily lead to the abandon- 
qj^ent of the abstention goa^l. Until further research is available, 
he abstention goal will cbntinue to be widely used in clinical practices 



ESTABLISHING CRITERIA FOR EVALUATXO^J ^ ^ , 

In ccmsidering the relationship of outcome measures and goals to 
varying^models of treatment, it becomes evident that the definition 
of outcome criteria^has implications far beyond its function as k 
^classifying tool for counting successes and failures* In a real sense, 
outcome measures impC^y certain assumptions about liow^ the problem of 
alcoholism is fundamentally defined, about the etiology of the dis- 
order, as well as about how well a giverKtreatment works. Moreover, 
the issue of outcome definition is closely\^ated to diagnostic cri- 
teria — ^who should be called an alcoholic. The controlled drinking 
controversy illustrates the point. If a formerly dia^05ed alcoholic 
is able to resume moderate drinking, some would argu^ that^l^ej)erson ^ / 
was not a physically^addicted alcoholic in the first plac4. Notwith^ 
standing the obvious .logical problems involved in defining a disorder, 
by relying on its' outcomes, the example reveals how outcome measures^ 
may enter. the realm Q^f diagnostic criteria* Other dlagnQstic or defi- 
nitional problems are raised by the cucrent outtome debate. Should 
alcoholism, for example, be conceived as one end of a drinking con^ 
tinuum or rather as a discontinuous and stinct condition? And 
further, should alcoholism be viewed as a unitary disorder with a ^ 
singular outcome criterion Ce*g., abstention) or as a multidimensional 
problem for whicfh multiple outcomes are possibly? 
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This lack of consensus oh defining outcome measured greatly com-, 
plicates a review of t^reatment ^efficacy .research* Noncompai:aMlity 
in operational definitions of outcome makes ^ross-study analyses or 
results problematic. Moreover, the outcome issue raises the global 
question of what constitutes- recovery from alcoholism* 

Even ^without* final' definitions, however, an overview<^of treatment 
^evaluation studies does reveal some agreement on the prominent indica- 
tors of post-treatment change. In his comprehensive review jpf some 
2fe5 outcome studied, Emrlck (1974)- notes fhat measuri of drinking be- 
. haj^lqr — abstinence, consumption ^vel for non^^staind^s, and frequency 
of drinking"are *the most commonly defined indicators of alcoholism 
trdatm^ant "outcome. Other prominent indicators Include measures of 
behavioral and medical impairment (related to drinking), employment 
status and marital status. Attrition (dropout) rate from therapy has 
also been used a'^ a in^sure of outco^. - 

Som^writers have advoca^ted multidimensional 'measurement of tr^at-- 
ment outcome (e .g, ^ Foster et al . , 1972)* This posltionrholds that, 
although a' major purpose of treatment is the modification of the target 
problem behavior (in this case, excessive consumption of alcohol), th$ 
efficacy of a given method of treatment can best be evaluated in terms 
t"f its total consequences. In the case*o/ chronic alcoholisms the 
multiple outcome argument has considerable appeal, s^ce the disorder 
has profoundly disruptive effects on mental, soclal,/occupational and 
other areas ot functioning* * ^ 

In emphasizing the value of multiple-outcome criteria, Jiowever, 

some "researchers seem to have made the error of discounting the rele-^ 

vance of alcoho} consumption criteria, Thus,. success has been- claimed * 

■ t * 

for*some therapies on the basis of inferred psychological changes even^ 
though the cessation of excessive drinking m^y no^ h^ve been dchievj|lr 
An ordering of outcome criteria seem^Xfrequired^ Whllp complete / 
social and p^ycK&loglcal rehabilitation of clients may be the ideal 
goal'of many t^reatment programs, the primary objective for most re-, 
mains the* eliminat ion of excessive* alcohol consumption and of the grosfe 
behavioral consequences associated with it* While 'social adjustment 
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criteria (e.g. , job, income, marital stability) are obvictufily Important, 
such itvdlces are lesa clearly related to the problem of aj-cohol abua^ 
than are actual 'drinking and behavioral impairment* In this framework, 
an alcoholic, who stops drinking but tfoes "not find a" job •is a stronger 
candidate for being-^ considered recovered than is an alcoholic who re- - 
gains eiiiplo3naent bul; cbntimies excessive drinking — at least if ther 
disorder is alcoholism rather than unemployment*'. 

In the review of treattifent outcomes that follcjws, a multiple-out- 
come approach .will be adopted, With priority placed "on those outcomes 
most "^clearly related to alcoholic behavior;' abstention, level of^con-. 
sumption for non^bstainers, and behavioral impairment^ resulting dire^^tly 
from alcohol abuse (e.g* , -withdrawal s3nnptoms, symptomatic;' drittking) - 
The major social adjustment outcomes will consist t>f marital ptabilityr 
job stability^ and earnings* * . 0 

Changes in multiple outcome criteria are useful. for comparing the 
Success of one treatment versus another or one*type of patient versus , 
another. But such relative comF^risons do not establish the ab8<ylute 
rate of success for any given treatment or patient groups ^While no 
final consensas e'l^sts on global definition of recovery, several stu-- . 
dies have proposed tentative global criteria for establishing tr^^^ment ' 
stTccess. ' ■ ' ''^'^ 

One of the, earliest global definitions of success was ,dsed in a 
multi-center study >y Gerard and Saenger (1966)* Their definiti^on dis- 
tinguished abstention, controlled drinking, problem drinking (unchanged), 
and deteriorated according to drinking behavior assessed for the month 
preceding a follox^up contact. Controlled drinkers 'were former patients 
'who still used alcohol but without direct Impairment (intoxication, " 
b'lackouts, accidents., -and so forth). ^Additional distinctions were ^ 
made for prolonged abstention or controlled drinking for 6 months ot 
more prior to follow-up. ^ 

Using outcome data from the NXAAA treatment monitoring system 
(IflAAA, 1975), Armor, Stambul ^nd-Polich (1976) proposed a thre^-cate-. __ 
gory definition of remission; long7term abstention of 6 months or more. 
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*short-term abstention with drinking twd-to-five months before followup, 
and normal drinking witlr ' n a^ S erious impadrmen^ • . All other c,ases were 
considered to be non-remissions, Tije ^lajor difference between this : 
and Gerard a'nd Saenger's definitions is the former's^ us^ of a quanti- 

—tative- measure- of -alcohol consutuptlon- to- establish a cutting point be- 



tween normal and alcoholic drinking* 

Clearly, these definitions are by no means fina^l* As research * 
continues there will undoubtedly be advances and^ref inements in the 
definition of recovery f rom alcoholism ^ Of considerable interest is 
the recent discovery of a ratio of plasma amfno acids that may form* 
the basis pf a more rigorous physical diagnosis of alcoh<ilism (Shaw, 
Stlram^l, and Lieber, 1976). Such a criterion might also be used as 
a test for remission* ' , , - , ' ' 

BASIC OUTCOME RESULTS ^ ^ ^ - ' * ' - ' 

Thus far, a set of relevant criterion categories £or. examining 
alcoholism treatment outcomes has been^ suggested, Recent treatment 
outcome research will be reviewed by assessing basic outcome - results 
with respect to each of these outcome measures — alcohol consumption, 
behavioral Impairment, and social adjustment; empirical relationships 
^^et^ween ^hese sets of outcome criteria will also be discussed. A , 
brief discussion of some special methodological problems will follow 
this consideration of basic outcome results^ 

Alcohol Consumption 

f Most obserrvers would agree that excessive consumption of alcohol 
represents the sine qua non of alcoholism or alcohol abuse* tt seems ' 
logical^ tWrefore, that the consumption variable be treated as a pri- 
mary measure of outcome and a major component of any remission or re- 
covery definition, ^ ^ 

In Emrick's (197A) review of 265 studies on psychologically^oriented 

-alcotroHsm^ the great majof ii:y~=80~p€rce"nt--u:$ed alc"oh9l~consump"t"ibn 
indices as the sole or principal outcome measure* Using a uniform 

. ■ ' ' ■ ■■ \ ■ 
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classiflcatlon system for categorizing coneumption outcomes, Emrlck 
reported on the outcomes of nearly 14,000 patients Included^^ these 
studies. About one-third' vere* abstinent , one-third , were improved 
(redCiced consuni^tion or abstaining vith periods of excessive drinking), 
of which about 6 percent were controlled drinkers, and one-third" were ~ 
unimproved or worse.* On the basfs of his analysis, Emrick concluded « 
that, following psychologically-oriented treatment , \**the vast majority 
(about two-thirds) are improyed or abstinent, indicating t|iat once an 
alcoholic decides to do something abc^t his drinking and accepts help, 
he ^i;and5 a good chance of improving." (p. 534) 

One difficulty in comparing different treatment studies is the 
lack of standardized definitions and meast^res of various outcomes, 
^specially drinking behavior. This problem is overcome to^ some extent 
in^the NIAAA monitoring system u^ed in several treatment programs — 
each consisting of numerous treatment centers*-- sponsored by HIAAA.^ 
Using standardized and quantified outcome measures, the monitoring 
system allows an assessment of changes between intake and 6 months 
following intake when most clients or patients have completed' treat- 
roent (NIAAA, ;975) . . - \ 

Table 1 presents changes in alcohol consumption indices for four 
of the larger programs during 1976 (NIAAA, 1976). Results for the^e 
different programs are qui-te similar at follow-up with, about half 
jof the treated subjects abstaining and a reduction in average drinking 
days from every othe^^day" to about one day a week* The change in con- 
sumption' itself appears at rfirst glance to be quite different, but the 
reason is that the starting levels are different. If the changes ate 
converted to a relative basis we find that average consumption is re- 
duced by about 70 to 80 percent in each of tli.e -programs . It seems ' 
clear, once initi'al differences are taken into account, that rates 'of 
improvement are quite substantial for these prdgrams at 6 months after 
intake 4 * 

Since alcoholism is known to be'^a disorder with a high .likelihood 
of relapse^ a 6-month follow-up may be too early for a true picture of 
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Table 1 



CHANGES IN ALCOHOL CONSUMPTION IN FOUR 
NIAAA PROGRAMS DURING 1976* 





* Drinking behavior during past 30Aays: 


1 


t 


Percent - 
Abstaining 


Average Absolute 
alcohol consumed/ 
Def dav foz.) / 


^erage No. 
of drinking d^s 


No< of 
Cases , 


^ L. Iw'^K L. QUI 


l^ntake 6 mosv 


/ 

Intake - 6 mos. 


Intake 6 mos. 




ATC 

(ComprehensLive) 
Program 


* 12% 53% 


'5.8 " 1.6 






Drinking 

Driver^ 

Program' 




2.5 .8 


12 5 


(1551) 


Occupational 
Program 


in 64% 


1.^ .6 


' 16 4 


( Z5U) 


Public 

inebriate 

Program 


9% ^8% 


10.8 ^ 3.4 


18 6 - 


( 384) 


Average 

Across 

Programs 


r ' 

10% " 55% 


4. A 1.6 


15 5 ^ 





''ah ^changes are statistically significant at or better than p < 'tO^.^ 
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succe&s^ful outcomes. Accordingly, NIAAA commissioned a special 18- 
mo^th follow-up study of treatment effectiveness in 8 representative 
centers in the ATC prpgram* The results of this study were reported 
in Ruggels' et a!* (1975), 

Changes in key drinking behaviors at 18 months are shown for 
these ATCs in Sable 2,-. separately for male non-DWI , female non-DWI, 
and male DWI patients* 

Changes for the male non-DWI group^ representing the bulk of XtC 
patients, are on the same order as those shown at 6 months* Notice, 
however, that while average consumption has been reduced considerably, 
,oniy Ik percent of this group is abstaining fcwr prolonged periods of 
6 months or more- 

Relative rates of changes are similar for the female non-DWI 
clients, although a higher percentage (39%) have engaged in prolonged 
abstention* Hale DWI patients show much lower "^^^^ abstention 
and reduced consumption but it must be stressed tWt their levels of 
consumption -at intake (along with other characteristics) suggests 
this group is not chronically alcoholic (Ruggels et al*, 1975). 

The results of these comprehensive reviews and national follow-up 
studies provide convincing evidence that treatment for alcoholism has 
a substantial and long-tenn effect on alcohol consumption* But it 
also appears that the effect produces reduced consumption as well as 
total abstention* 



DWI denotes patients submitted to treatment following a Driving- 
While-Intoxicated incident* 
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Table 

Changes in Alcohol' Consumption 
For NIAAA ATC Progranfe at 18 Month Followups 



JL 





Abstained 
Last Month 


Absi:ained 
Last 6 mos* 


Absolute Alcohol 
Coostmed per day (02) 


No. of 
(Jases 


Group 


Intake ^% mos- 


18 mos. 


Intake 18 mos* 




■* 

Male non^DWI 


8%' 46%** 
»■ •* 


24% 


'k-k 

8.3 2.5 , 


(600) 


Female non-DWI 
* 


\3% 56%** 


39% ' 


4.5 1.3** 

* 


(158) 


Male DWI* 


22% -29% i 

' . -. ■ 1 


' 18% ^ 


1.7 ' .9 


(162) 

^ _ 



*DWI denotes an intake in c5nnection with a Driving-While-Intoxicated in- 
cident; there were only ,13 f etnale ©WI intakes in the study/ 



Changes are statistically significant at or better than p < *05* 
/Adapted from Table 42 in Ruggels et al.. (197^). 
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Behavioral Impairment 

In most working definitions and diagnostic guidelines for aloohollsm 



consumption level alone Is rarely a sufficient condition for labeling an 
Individual alcoholic — unless the' amount Is extremely large such as a 
fifth of hardt liquor per day, Ih addition to^onsumptlon, most defini- 
tions also' Include evidence of physical and/dr psychological dependence 
on alcohol ^s well as social, mental! or physical harm caused by alcohol 
abuse (Armor et al, , 1976; Davles, 1976; National Council on Alcoholism, 
1972). . . ' ^ 

In Emrlck's (1974) review, outcome measures of ctlterla other than 
consumption level were sorted Into content clusters; changes on indices 
of behavioral and social Impairment were then examined for their rela- 
tionship with drinking behavior outcomes. That analysis Indicated that. 
In general, when treatment resulted In Improvement with respect to drink- 
Ing outcome, positive changes ,were also reported In the domains of af fec- 
^ tive-icognltlve functioning, work situation^ Interpersonal relationships. 
In the h©irie, physical condition, arrests and other legal problems, and 
Alcoholics Anonymous attendance. Pattlson (1968) also reported ''related 
but not parallel" fthanges^n Improved social, vocational and psychologl- 
cal adaptation with Improvement ' In drinking. 

These reports provide global evidence that behavioral Impairment 
related to drinking does show some overall change after treatment- How- 
ever, the measures employed by most olf the studies summarized are too 
general to allow statements about outcome with respect to specific beha- 
vioral symptoms,* In the Ruggels et al, study of NIAAA centers, data was 
.collected at the 18-month follow-up points on the frequency of occ^yrence 
of twelve specific signs of behavlcfral Impairment or 'dependence on 
alcohol « The twelve signs Included tremors, blacl^uts, missing meals 
due to drinking, morning drinkMng, being drunk^ ^d missing work due to 
drinking^ .These twelve items were ^omblned Into an overall Jmpairmont 

-index* - — ' - - — ; , ' — ^ 

The changes In behavioral Impairment between Intake and follow-up 
were on the same order of magnitude as those observed for the consump- 
tion Index* While 81 percent of the male non-DWI sample showed sub- 
stantlal levels of Impairment at intake, only 28 percent-, r^apeetiv&lx*' 
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were substantially impaired at follow-u^^^This represents "a relative ' 

improvement rate of ^a bout 65 percent, Subs*tantial improvements wer^ 

also observed for the female and DWI groups, ^ / 

■In addition, the 6-nK)nth follow-up studies on special NIAAA pro- * • 

* J. ' * 

grams (e,8*. Drinking Driver, Occupation/ Public Ineb^a^) also in- 
dicate substantial 'improvement on behavioral impairment criteria, 
although- not always to the same degree (NIAAA; 1976), Taken together, 
the NIAAA*foll'ow-up data indicates that, after treatment, positive 
change does occur on outcome measures of behavioral impairment « 

Social Adjustment ^ ^ ^ , : 

* As noted earlier, bot^Emrick (1974) and Faltison (1968) have ^ 
reviewed,.the outcome literature and reported that^ at least in some 
samples, change^ in overall social adjustment measures are associated 
with improvement in drinking behavior. In most cases, however, the 
associations are not strong and do not support^ the Conclusion that 
alcoholics who stop or moderate thelr*drinking i\ecessarily ^mproye . ' 
in otlier ar^as of life functioning, ^spiecially .vocational and^marital 
adjustment* / . ^ . 

The NIAAA-ATC clients, analyzed'ih the Ruggels et al*S£tudy, In- i 
dicate rather substantial social impairment. at intake, particularly 
with respect to instability in both job and marital* status* As\a v 
group, these clients are mu<:h more. likely to be divorced or separated 
and unemployed than the general population, with unemployment at over 
50 percent and broken marriages at nearly 40 percent for nrnle and ; 
female non-DWI patients. There are, of course, 'the inevitable dlffi-- ^ ' 
culties in establishing whether such sociaX impairment^ was a result^, 
of excessive 'drinking or, conversely, whether social difficulties pre- 
ceded and perhaps played a causal^ role in the development of alcoholic 

behavior* \ . 

.._ . ' .* t — .- 

In spite of the rather dramatic 'changes In drinking behavior ob- 
served among the patients studied by Ruggels et al*, almost nO change^ 
occurred in marital status from intake to followup* Thus, successful 
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.reduction of consumption and behavioral impairment does Hot appear 
contingent upon, noif does it directly affect, restora-tion of a suc- 
cessful marital relationship, at lea^O within the iS-montii period 
covered by the follow-up study* * . , • ^ 

ITV contrast to marital stability, 'the indicators for job sta- 
' ' ^ , ' " ^ 

bility do ^how'.iK>§itive overall change following treatment. While 

unemijloyment still remained .relatively high at follow-qp, there was 

a decline from 56. percent to 37 percent for the 18-mopth follow-up 

sample of male non-DWI patients, representing a relative improvenfent 

rate of 25 percent. 

In another recent study, the relationship alcohol treatment 

to earnings was systematically explored. by cicchinelli et al* (1977)* 

These authors posited that an outcome measure of productivity In 

earnings "can be a key element in the (evaluation of [an alcoholism 

treatment! pfogram*'^* Earnings of ^9448 patients admitted for treit-* 

ment to a Color'ado alcoholism treatment program were compiled over a 

fifteen-ye^r period. Earnings for all clients studied showed a decline 

during pre-treattnent years reflecting th^ir alcoholic impairment* The 

largest post-treatment gain in income was observed for the feiOiale, 

non-readmitted group (i*e- not*admitted again for treatment^-during • 

the five year post-treatment period)* ^is finding was interpreted 

as reflecting the facts that (1) r^admission is an indicator of rela^ 

tively more severe illness, and (2) that a"'*^floor effect** in pretreat- 

-ment earnings was probably created by unempltjyed housewives at intake 



which then generated a large jump in earnings when some females ob- 
tained jobs in post-treatment years.. 

Post-treatment trends in" increased earnings were strongest for 
the 27-40 age group,- with male non-readmissions in tVjiat age .bracket 
showing a slightly stronger trend than comparably-aged females* Post- 
.treatment, etarning trjen5s_for mles.aged Al-g^Vho wer* readmitted for* 
treatitient indicated a significant cont inqed ''deGline during post 
(initial) treatment years* This* latter finding again supports tl^e 
hypothesis that ^readmission is indicative of more* severe illness* 
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Educational, level vas also founJ to be' relate<i to earnings, both 

at^ pretreatment and post-f reatment periods^ Pretreatment income ranks 

indicated that more educated females .were more adversely affected by 

itdness th|a less e'ducatjsd females; post-treatment trends in earnings 

for both tnales and females Indicated that m^e educated clients res- 

porided better tO' treatment, especially when* their i^jiess was rela- 

tively less severe (as indicated by nonjeadmission) . " * > ' 

^ Finally', the variable of "t^ime-employe<f/l not surprisingly, was \ 

* ■ ' * 

the' strongest correlate of mean^yearly income durirtg both pte- and 

post-treatment periods. A particularly important factor in predicting 

post-trea'tment ancome was. the number of months Jinemployed at the time * 

of admisgio^i to treatment. This findi^ cor^^esponds to other studies 

showing' client social stability at itwake, (largely reflecting employe* 

ment) to a strong correlate of > f ollow-i*p status (Gerard and Saengfer,, 

1966;. Ruggels et al., 1975). In sum, then,^the Cicchlnelli et al, 

study demons^trates an overall chai)ge in ^earnings following treatment 

for alcoholism, with the degree and direction of change mediated by 

s^ch factors as client'? employment record, 'sex, age, education, and 

severity of illness. ; 

* Relationship Among Outcome Measures * . ^ * ' 

A long standing issue in the assessment'of treatment outcome^ is 
the relationship among^'various indicators of imptdvement or recovery 
from alcoholism. The particular- fdcus of controveMy in this area 
has been over the question of whether^abstineni^, as^-isingle criterioti 
outcome, is strongly associat*ed with other improvement's in related 
behavioral "and social domains. An early study' by- Gerard et al. (1962)- 
presented ^empirical data conti^dicting the assuiaption that abstinence 
would result in the amelioration of other related ^^£^ problems ^or 
the alcoholic. In fact, the Gerard^ et al. study^ has'^en .widely cited 
for showing that ^a sizeable number of abstinent alcoholics in their 
'Sample were rated as overtly disturbed c>n measiires *of psychological 
functioning. Subsequently, Pattison (1966; 1968,' 1976), has argued 
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that the uae of abatlnence as the main atandard for ji^dglng treatment 
aucceaa la contradicted by the results of many empirical* Investl'featlons 
which report low or negative measurea of aasoclation between the attain- 
ment of abstinence per se and Improvements In either physical or mental 
health, or indices of social adjustment| 

Recognizing the llmltatiot^s of abstinence as a singular criterion 
measure, many researcher^ have argued for the uae of a continuum of 
drinking outcomes In order to emp^lrically establish the relationsiilp 
between drinking and nondrlnklng outcome indices (e.g*, Pattlson^Jtl968), 
the development of multidimensional outcome measures (e^g-*, Foster' et 
al», 1972; Pattison, 1976), and the definition of global categories of 
' remission or recovery {e»g». Armor et alO' 

Ualng a multiple criteria strategy to eatabllsh global remission 
► patterns for the NIAAA 6-month and 18-month ATC outcome data. Armor 
^t ar. ,(1976> prbvlde empirl^ial results on the relationship between 

* consumption ^n*!^ behavioral Impairment. A summary atatlstlc represen- 
ting total volume of dlcohol conaumed In a 30-day period (expressed as . 
a dally average) was shown to correlate .69 and *68 with level of be- 

* havTOrM^^mpalrment at Intake and 18-month follow-up points; respect- 
ively. While" such correlations are substantial and t^nd to confirm 
the eJcpected causal link between consumption and Impairment, they are 
not so high as to preclude patterns of high consumption-low^ Impairment 
and vice versa. - - ' ' ; ^ 

Cross-tabulations of average dally conaumptlon, typical quantities 

consumed on drinking days, and meaaurfes of Impairment indicated that 

algna of phyalcal addiction (withdrawal tremors) appeared frequently 

In the male non-DWI sample whenever dalljr consumption exceeded three 

ounces (of ethanol) per da,y 0£ wlreti^pical amounts exceed five Qunces^ 

For other measures^of Impairment, the 3 oz,/day point for average daily 

conaumptlon was associated with Increasea In behavioral signs of Im*- 

palrment. These data Indicated, therefore-, that most male alcoholics 
* * * 

at follow-op who are consuming less than 3 oz. of alcohol p&r day, did 
not have substantial levels of Impairment resultl|[ig from that alcohol 
^ use. .Moreover, most men in the general population fall below the 3 oz. 
limit, wlth'a substantial proportion drinking In the 1-3 oz. range. 
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On the basis -of these data, the authors classified clients at eacti- 

of the two follow-up points into eitfher one of three remission categories 

. • ^ - — — -jf- -— 

(Long-Term Abstention, Short-Term Abstention, and Normal Drinking) 

into a fourth, nonremission group. This procedure enabled description of 
overall remission rates as well as an analysis of the critical question 
of/whether alcoholics who engage in normal drinking at one follow-up 
point have a higher probability of rel^^sing to nonremission status than 
do clients^ho engage in a long-term iibstention. 

Table 3 shows the remission rat^s for the two follow-up samples: 
Overall, Armor et^al, reported remission rates of 68 percent at 6 months 
and 67 percent at 18 montHs for the *three patterns jcombined. The con- 
sistency in overall remission rates for the two follow-up periods is im- 
pressive " since they are based on largely independent samples of clients. 
The rates also compare ^favorably wi-th improvement rates for individua'l 
outcome drxt^ria- 

■It Should be noted that the distribution across remi^sit}n patterns 
bet?ween th^ two *follow-up points is not as stable; in particular, r month 
abstention declines, whereas nornial drinking and, to a lesser extAt, 
long-term abstention increase^ Short-term abstention appears 'to be the 
least stable remission pattern, with some clients returning to normal 
drinking and others adopting permanent abstention. 

Methodological Corfsiderations 

The generally positive picture emerging from recent treatment evalu-^ 
ation research must be tempered by awareness that a number of.*methodd*- 
logical problems still prevent final conclusions about treatment success. 
Most ^>f the studies reported here suffer from one or more limitations 
which effect the generalizability of their findings, such as small sample 
sizes, low response rates, non-experimental designs, and sho_rt follow-up 
periods. The exact impact of these limitations on research conclusions 



See category definitions on p. 9. ^ 



Table 3 





'remission rates for THE■6-M0^^J■H AND 18-MONTH FOLLOWUP SAMPLES 




t 






i 

Average Drinking Behavior Last* Month 


— ^ 

Impairment Last Month 


Recovery Status; 


-- 

Percent 


Daily 
Consumption (02) 


Typical 
Quantity (02) 


Days' 
Drank ' 


Tremors- (%) 


Serious 
. Symptoms^ 

k \ 


/ 

6-Month FoUovmp/ 
Remissions 
i Abstained 6 months 
Abstained 1 month. 
Nornal drinki^ig^ 


' 68 

18 
12 


0 
0 

o.s 


0 
0 

1.9 


0 * 

0 

7 


0 
■0 
0 


0- 

0 
0 


Non remissions 


32 
(2250) 


6.7 


12.1 


14 


69 

! 


44. 


18-Month FoUowup 
Remissions 
Abstained 6 months 
Abstained 1 month 
Normal drinking 


67 

24 

21 
22 


0 
0 

'0,7*^ 


0 

2.1^ 


, p 

b 

10 


0 


0 
0 


Nonremissions 
(N) ^ 


33 

(597) ■ 


7/1 


13.1 ■ 


17 


54 


39 



Frequent episodes of at least 3 of the following 6 symptoms: tremors, blackouts, missdng meals, morning - 
drinking, being drunk, missing work. ) 

'^Ctients who drank last month but who met all four of the following criteria; (1) daily cQnsumption less 
than 3 02/day; (2) quantity on typical drinking days^less than 5 02^ (3) no tremors reported; and||||} no serious 
symptoms (see note a) . 

c ' ^ * ' " 

Rdnge = 0^1 to 2,4; three cases over 2,0, 
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RaWe = 0,9 to 4.4; five cases ^ver 4,0 
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is not clear at. this time although it is fair to state that the 
convergence in findings among' the more comprehensive' studies is 
en<!Puraging. 

The most troublesome methodological problem facing treatment 
eval uation research is the reliability and validity of follow-up in- 
formation, which most often relies heavily on the former patient's 
self-reports, occasionally buttressed by additional reports from 
collateral persons (friends, relatives, etc,)* ' Unfort^inately, the 
validation of such reportTs is itself a complex research problem, 
and relatively few studies have atteinpted to do so. One fairly com- 
prehensive reviw concluded that, on the reliability side, most 
^self-reported drinking behaviors yield adequate psychometric relia- . 
bility, and collateral reports generally corroborate patient reports 
(Armor et al/, 1976): The same study found that self-reports of ab- 
stention are rarely contradicted by Blood Alcohol Consumption (BAG) 
tests, but that self-reports of moderate drinking are sometimes con- 
tradicted by BAC's, perhaps in 10 to ,15 percent of the cases of self- 
reported moderate drinking. In another recent ^validity study, dis-- 
cref)a*nt BAC's and self-reports were^ found for 50% of the total drinking 
sample, although some of these were self-reports that overstated t^e 
amount of drinking (Sobell, Sobell and Vanderspeck, 1976)* Again, 

while encouraging, these studies-are noj; definitive* AccordJ^ngly, 

t 

NIAAA has initiated several more comprehensive validity studies whose 
results should provide a firmer basis foi\evaluating self-reported 
alcohol behaviors* 

DIFFERENTIAL EFFECTS OF TREATMENT 

While, there is cqnsiderable disagreement over which critieria are 
appropriate for assessing outcome^ the evaluation literature does seem 
to converge on one general point; for whatever reasons and by whatever 
mechanisms, treatment for alcoholism appears to help manyT)eople. The 
overall ratfe of success across studies ranges from 30 to -70 percent,^ 
depending on how broadly success is defined* ' ' . ' 



Recent treatment evaluation research has, therefore, gone beyond 
the issue of whether treatment works at all, to an examination of dif- 
ferential effects of various treatment »iettings, duration and mechafiisras* 
Final conclusions about differential effects (or thei^ absence) are pre- 
mature, however, for a number of reasons* First, very few studies exist 
In the literature which utilize appropriately randomized designs, 
matched treatment groups, or proper statistical techniques to permit 
valid assessment of true treatment differences unconfound^d by ^^ient 

characteristics and other sources of systematic bias. Since many evalu- 

IP* 

ation studies are conducited within the context of opgoing treatment 
centers, ethical problems of denying treatment (in order to establish 
"untreated'' control groups) or coercing clients /nto one or ariother 
"randomly assigned*' treatment mode preclude opt;iiiial experimental con- 
ditions* Since clinical practitioners have preferences for certain 
types of clients with whom they believe they have the best chances for 
success, de facto selectivity biases may also operate even within given 
therapeutic modalities* Such ^factors greatly increase, th#probability 

spurious effects* In iddit'ion, most treatment programs offer a 
variety of therapeutic activities (especially inpatient settings)' so 
that a singular technique of treatment administered in Isolation of 
other'^methods is a rare occurrence- Thus, multiple treatmei^is used 
in various-combinations create a serious confounding of conditions for 
the purposes of evaluation ^research* Finally, many studies which pu-* 
tative\y have found differential effectiveness for certain treatments 
suffer from other methodological limitations (e.g*, inadequate' follow^ 
up periods; poorly operationalized outcome measures) which raise doubt 
about the Validity of the results* 

Treatment ^^^ij^ ^ T I * 

^Systeftat^c comparisons of treatment settings are raj;e in the litera- 
ture; "^hen *3ifedlafc^ spch studies are often fiddled with methodological 
problems'of ^a^^ent selection biases and treatment confoundings* Baeke- 
land al^ (i^75), in a review of Che effectiveness of inpatient and 
outpatient settings, respectively, found no s^trong evidence to support 
the view that either setting is generally preferable* 



Rltson (1968; 1971*) Examined outcomes at 6 months and one, year for 
tKo groups of patients f one of which received Inpatient care and the 
other outpatient treatment. No significant differences were found* 
However, a confounding of different Jtreatment types (e*g*, group therapy 
for inpatients'. Individual therapy for outpatlaits) makes the Interpre- 
tation^ of the findings unclear. 

Edwards and Guthrie (1966) ^randc/mly assigned well-matched patients 
/either to two months of outpatient or Inpatient treatment* Again, no 
significant dlffe'rences were found at 6 and^ 10-month follow-ups: Ib 
a more recent study of the issue (Edwards and Guthrie,' 1976), the same 
authors again fouiid no significant differences In treatment outcome 
between patients given an eclectic regimen of Inpatient treatment and ^ 
those given a similar regimen on an outpatient basis* 

Armor et aj,* (1^76) studied the differential effectiveness of 
three settings (separately and In combination) offered by NIAAA compre- 
hensive treatment centers; hospital, outpatient and Intermediate , 
(e:g*, halfway houses)* Again, the^e authors failed to find significant 
differences In remission rates across settings at either 6-month or 
18-month follow-ups." In general, clients in ^11 settings evidenced 
relatively high remission rates. Furthermore* the natures of drinking 
behavior (long-term abstention, short-t&rm abstention, or nornjal drink- 
ing) was also essentially Invariant across settings* 

Given the relatively higher cost of hospitalization and/or inter- 
mediate care as well as the potentially disruptive effects of Inpatient 
care on a patient and on his or her family, the lack o£ differential 
outcome effects raises important questions about the cost-effectiveness 
of various alcoholism treatment settings. 

Amount and Duration of Treatment 

A related question, relevant to both costi^*cQncerns and conceptual 
tHerapeutic models. Is whether treatm^t lengtli and/or amount (intensity) 
Is related to outcome. ^ In general, the length of treatment ha's been 
found^ to be positively related to outcome in outpatient treatment s'&ttings 
(Fox and Smith, 1959; Gerard and Saenger, 1966; Kls^ln et al», 1968, 
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Rltson, 1969) ► The evidence In the case of Inpatient care Is, howei/er, 
equivocal. Some investigators have reported better outcomes ^following 
relatively longer hospitalizations (Ellis and Kruplnskl, 1964^ Moore 
and Ramseur, 1960; Rathod et al., 1966), whereas others have failed^ 
/^HsO find an association between length of Inpatient stay and treatment 
outcome (Ritson, 1969; Wlllems et al., 197*3; Grenny, 1973). In both 
Inpatient and outpatient studies, length of stay has been confounded 
with such factors as patient motivation', social background, and other 
prognostic variables, thereby making conclusions rather tenuous. 

Baekeland et al, (1975) examined the relationship between treat^ 
ment length and outcome across studies rather than Individuals. Report- 
ing on results of some 24 Inpatient and 7 outpatient studies, the 
authors tentatively concluded that treatment length has a stronger , 
positive relationship to abstinence than to other Indices of improve- 
ment that^may depend more heavily on environmental factors external to 
the treatment proces^. 

Armor et al. (1976) distinguished duration from amount of treat- 
ment, since the latter could occur over both short and long'perlods of 
time. In order to separate the effects of amount and duration^ clients 
were classified according to the length of time they stayed In treat- 
ment (duration) and the actual amount of treatment (e.g., number 6t 
Inpatient weeks- or number of outpatient visits) they received. The 
data Indicated that total amount of treatment, but not duration, was 
significantly rel3^ted to client remission status at follow-up. Thus, 
clients with relatively higher amounts of treatment also had higher 
overall remission rates. than did those with lower amounts, regardless 
of whether the treatment was given Intensively over* a short period of 
time or extended over a Xpnge^ time. Clients with lower amounts ofj^ 
treatment In their samples had remission rates only slightly higher 
than clients who had only* an Initial contact with a center and, for 
all Intents and purposes, received no treatment at all. 



Treatment Type 

Emrick (1975) reviewed 384 studies of psychologically-oriented 
treatment of alcoholism in order to assess the rilatfive effectiveness 
of different treatment approaches. Of the 384, only 72 studies used 
random assignment or matched treatment groups, thereby permitting as- 
sessment of treatment differences unconfounded by patient characteris- 
tics* In all, only five studies were found that presented significant 
long-term differences (i*e* longer than sixjpnths) between treatment 
groups. Client-centered^nd psychoanalytic groups were ret^tirted to be 
superior in effectiveness to a learning-theory and social discussion 
group by Ends and Page (1957), Two studies compared treatment regi- 
ment* that included some form of aftercare with those whicTh did not 
and found clients who received aftercare to function significantly 
better than the controls (Pittman and Tate, 1972; Vogler ejt al*,tl971)* 
Superior outcomes, relative to conventionally treated controls, were 
.also reported for lysergide (LSD) treatment (Tomsovic and Edwards, 
1973) and for behavior therapy (Sobell and'Sobfell, 1972; 1973), , 

Emrick has argued, howevjer, that even in these five instances of 
reported differential treatment effects, the results could have been 
an artifact of experimental procedures in which control-group patients 
may have been made to feel ''disappointment , abuse, neglect or rejection*' 
(p. 94) by not b^ing permitted to receive the experimental treatment. 
According to this argument, the differential effects attrlbutAl to the 
unique beneficial aspe(;ts of the treatment modalities studies may have 
been due instead'to the relatively hannful effects of the control treat- 
ment* . . . 

A number of recent reviews have examined the overall effectiveness 
of behavioral techniques *ln achieving controlled drinking behavior goals 
.with alcoholics (Lloyd and Salzberg, 1975; Pomerleau, 1976; Hamburg, 
1975). In general, behavioral methods have enjoyed considerable success 
in establishing the desired outcomes, although many studies suffer from 
methodological limitations that make unequivocal interpretations of the 
results impossible* The . research does Indicate, however*^ that nonab- , 
stinent drinking goals may be appropriate and attainable for at least ' 
some alcoholics* 
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Few systematic comparisons of behavioral and nonbehavioral treat- 
ments have been conducted. Ewing. and Rouse (197A; 1976) examined tHe 
efficacy of a controlled drinking paradigm with alcoholics who? had 
failed in programs requiring mandatory abstinence and who had not re- 
sponded to participation in Alcoholics Anonymous. Of a total sample 
of ZS patients, only lA ^)atients came to treatment six times or more* 
At extended follow-up periods (up to 55 Inonths), none of the lA wera 
classified as completely controlled drinkers. Ewing concluded that, 
in his hands, the behavioral method was not effective. It should be 
.noted, however, that a majority of the treated clients were abstinent' 
at the time of follo^w-up-^-an outcome Ewing counted as a failure por 
the controlled drinking approach. In this regard, it is interesting 
dhat 'Hedberg and Campbell (197A) reported an abstinence rate of 
53 percent for clients treated with behavioral methods in their study 
(abstinence or controlled ^drinking goals were left to the client's 

discretion); this rate is greater than that achieved in nonbehavioral 

I 

treatments as reported in recent reviews by Rohan (1972) and Hunt and 
General (1973). ^ , 

The most extensive test of controlled drinking as a goal of 
therapy has been reported by Sobell and Sobell (1972; 1973; 1976). 
Male alcoholic clients in that study were permitted to choose either ^ 
abstinence or controlled drinking aS' a treatment goal. After designa- 
tion of that goal, clients were randomly assigned (within treatment 
goal groups)* to either behavioral treatment or conventional hospital 
treatment < At the one year follow-up point, the Sobells reported 
80 percent and 75 percent success rates for the behavior therapy 
groups with abstinent and controlled drinking goals, respectively. 
These outcome rates contrast impressively with the 33 percent and 
26 percent improvement rates of the control patients treated with 
convjentional apjproaches. At the second year follow-up, the functioning 
of the behavio^Txtreatment^-controlled drinking goal clients was signi*- 
f icantly. b^tt:^ than the controls; the differences between outcomes 
for 4;^ie; afcsjLipe^ce-goal behavioral treatment g^oup and the controls 
did ((ot^ retain* Statistical significance during the second year follow- 
up however. 
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Baekeland et al. (1975) compared various nonbehavioral treatment 
regimens offered within inpatient and outpatient settings, respect- 
ively* Despi^ attempts to demonstrate their superior therapeutic 
effectiveness, evidence that either individq^l psychoanalytic therapy 
(e\g*, Moore and Ramseur, 1960) or group therapy (Wolff, 1968; Gerard 
and Saenger, 1966) res^ilts in better outcome rates is marginal* 
Bael^eland et al . (1975) concluded, in fact, that the empirical data 
to support the effectiveness of group therapy as "almost an article 
of dogma" (p* 265) is simply lacking* 

Commenting on the overall effectiveness of hospital treatment pro- 
grams, the same authors further concluded that "* , ^despite the intro- 
duction of new methods, [hospital program effectiveness] seemed no 
better from I960 to 1973 than it was from 1953 to 1963, and no differ- 
entes were found in the effectiveness of different kittds of treatment 
regimens" (1975, p- 305)* 

Reviewing the differential effectiveness of methods employed in 
outpatient clinics, Baekeland et al. again found no strong data to 
support the superiority of any one therapeutic technique* Some sug- 
gestive evidence does come from comparative ^studies which have examine 
the relative effectiveness of individual psychotherapy versus multi 
disciplinary approaches indicating that the latter may be favorable* ' 
Finally, there is some evidence to suggest that involvement of the 
spouse in treatment results in superior outcomes for the alcoholic 
patient (e*g., Pemberton, 1967; Burton and Kaplan, 1968)* It should 
be remembered, however^ that such results are based on highly selected 
groups of patients whose spouses are willing. and enthusiastic about 
cooperating in the treatment process* 

Evidence for the superior effectiveness of drug treatment over 
other interventions with alcoholics, or for th^ superiority of any 
one drug over another, is generally unavailable (Mottfn, 1573)* 
While disulfram (Antabuse) has resulted in claims of therapeutic 
success (e.g.. Waller stein, 1956; Gerard and Saenger, 1966) , the 
absence of well-controlled studies has left the question ofianswered 
S 
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as to whether disulfram works because of its ^>haniiaco logical effects, 
or because the acceptance; and disciplined use of the drug strengthens 
the therapist-patient relationship and reflects stronger patient moti- 
vation*^ Further research, ^usirtg, double*-blind designs, longer follow- 
up.periods and clear criterion. measures, are required before conclusions 
can be drawn about the ef fectiv^^ness of the range- of drug interventions 
currently In use* \ 

Baekeland et al. (1975) state\throughout their review of the 
alcoholism treatment research that the patient's own ciiaracteristi/s, 
rather than any kirvd of therapy per se, play a dominant role 
eventual outcome of treatment* In particular, patients who ire rela*- 
tively higher socloeconomically and who are more socially stable at ^^n- 
take have better prognoses across all treatment types than do those 
who are relatively lower on the SES and social stability dimensions* 

Armor et al. (1976) reported similar findings in their -comparison 
of the relative Importance of client background and treatment factors 
in predicting remission rates* Based on regression esfimates, they 
reported , that client background factors*— -both drinking history and 
social environment — exercised considerably more influence on outcmie 
than anything associated with treatment modalities* About two-thirds 
of the explainable variance in remission rates was attributable to 
client factors, with greater weight given to social background vari- 
ables than to drinking behavior/ In contrast, all treatment variables 
combined accounted for only one third of the explainable variance in 
outcome. 

Virtually ^identical results have been obtained recently in^ a large, 
multlcf nter treatment evaluation' in Ontario, Canada (Smart, 1977), Of 
the explainable variance in a global outcome criterion, nearly 90 per- - 
cent was due to patient characteristics at intake, while only 10 percen^^^ 

could be explained by treatment factors, including treatment setting, ^ 

' * 
treatment technique, and treatment duration*^ Given the generally posi- 
tive albeit uniform Effects of variqus treatments with alcoholics, it 
appears that the client's own background characteristics and his deci- 
sion to seek help for his problem may be the essential factors- in 
recovery process. ' \ * - * 
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TREATMENT VS. NO TREATMEHT; THE NATURAL REMISSION QUESTIQH 

As can be readily seen from the foregoing rfeview^ much, effort has 
Ixeen expended by researchers to assess both the overall effectiveness 
of ^ treatment for alcoholism as well as the relative effectiveness of 
different treatment settings, amounts and techniques* Only very re- 
cently, however^ have observers and evaluators attended to the basic 
and possibly mo.re critical question o^ whether formal treatmen 
any kind is superior to no treatment at all In alleviating problems 
associated with alcohol abuse and alcoholism. The Issue has been 
labeled variously by several authorS""spontaneous remission,*' "spon- 
taneous' recovery/* "natural i^emission," "natural recovery*" Essen- 
tially, the same question is being asked: What is the natural" course 
of alcoholism if left untreated — does it inexorably prpgress and 
worsen, dpes it spontaneously abate wi^h som^ individuals, or does It 
remain essentially stabile over time? ^ * ' ^ ' . 

Systematic research on the natural remission issue is generally 
sparse* Most studies relevant to the question have^ focused on the 
overall success rates of treated samples, compared to minimally ^ * 
treated samples with one contact or one counseling session. Very 
little is knowTwatout how truly untreated (no contact) samples change 
or how alcoholics resolve their problems without the aid of formal 
treatment ♦ ^ . * . 

Emrick (1975) attempted to assess the relative Improvement rates 
of patients who received some kind of formal help with those who re- 
ceived no or only minimal amounts of treatment Among the studies he 
reviewed, reported abstinence rates for "untreated" individuals ranged 
from zero to about 30 percent, and "improvement" rates ranged* from 
37 to 54 percent, Emrick concluded, on the basis of his analysis, 
that (1) many alcoholics can stop altogether or drink les-s with* no 
or minimal treatment, (2) untreated alcoholics show the same degree 
of/change over time as do those who received only minimal treatment, 
and (3) while no significant differences were found for mean 'abstinence 
rates, formal treatment does seem to increase an aiboholic*s chances 



of T^ducing his drinking and improving his drinking problem. However, 
methodological problems of many of the studies' used in his 'analyses, 
as well' as definitional ambiguities associated With classifying 
"no treatment" and "minimal treatment" groups, le^ve the iO(;erpreta- 
tion of Emrick's findings somewhat open to question* 

Armor et al* (1976) reported remission rates of slightly greater 
than 50 percent for clients who received only minimal^ cohtact with 
a treatment center* While such individuaj^ do not constitute a truly 
"untreated" grou^ in that at least initi&l contact with a formal 
treatment agency was made« 'their relatively high rate of xemission 
remains striking* Given the 70 percent remission rate^ among treated 
clients in that study, the authors concluded that formal'* treatment ap- 
pears to add about a 20 to 25 percent increment to overall temj^ssion 
rates over and above what would be expected from no ^treatment * ^ How- 
ever, for outpatient care, the increment only occurs if the^mount of 
treatment exceeds a certain minimum threshold on the order of five 
visits* * , . \^^^^^ * ^ ' - 

One of the mj^fet carefully designed comparisons of treatment ' and 
minimal-treatment effects was carried ottt by G* Edvards an4. associates 
in England (1977). One hundred consecutive admissions were randomly 
assigned to either an "advise'' group, which received only a, s*ingle 
c^iunseling session, or a tr^lrtment group which received tfegular' in- 
patient or outpatient treatment regimens. At a one-year follow-up 
the "advise" group had still received only minimal txeatment^ and yet 
there were no significant diffelr^nces in outcomes between'^he. two ^ 
groups. " _ \ . 

' Several other studies have also documented the occurrence of the 
s6-called natural remission phenomenon (e. g* , ^Leipere, 1953*^ Thorpe 
and Ferret, 1959; Kendall and Strdtoo, 1965; Boggs, 1967). Most of 
these studies, however, disagree on the extensiveness p£ problem^re- 
^olution without formal t*reatment afdv 

In addition to. clinical studies, epidemiological surveys and. lon- 
gitudlnal studies have demonstrated that ^^al^ohol abuse is not a unilinear 
and necessary progressive disorder* Cahalen (1970^, in a longitikdinal 
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study of '"problem drinking" among American males, has reported that 
such drinking follows a bimodal €urve, varying as function of ^age 
and sex*^ It appears that persons may mature both into and out-of 
problem drinking status* In a later analysis of the sam^cohort, 
Cahalen and Roizen (197A) commented that their findings 'Vould seem 
to fly in the face of our evejryday notion that the more severe are 
[sic] the drinking problem *gymptoms,* the less likely is a sponta- 
neous remission*' (p* 28)* Other empirical evidence for the occurence 
of natural remission has been reviewed by Tuchfeld et al* (1976)* 

v_En summary, evidence converges from several sourc^ that persons 
are able to resolve their problems of alcohol use wittJpt the" aid of 
forrital treatment--aIthough good data on overall natural remission 

rates for alcoholic samples is as yet unavailable* * 

' * # 

A recent and intriguing exploratory study of natural remission by 
Tuchfeld et al* (1976) presents evidence on the processes involved in , 1 
the recovery of Alcoholics who h&ve experienced no formal help at all* 
On the basis of intensive interviews^^fth respondents to media adver- 
tisements, the authors reported that Al persons had resolved their ^iT 
alcohol problems without the assistance of formal treatment interven- ' ^ 

tion. All of these persons ind xated that they had previously suffered 
social, psychological and/or physical problems associated with alcohol 
use as assessed by the Michigan Alcoholism Screening Test* Of the 51 
persons analyzed, AO cases repome^. in^intaining abstinence; of the 11 
others who reported occasional drtqklng, 10 indicated exercising care 

Hrinl r^r^Ty a y>re^^fi^;rf>■rmltlAH amr^Tin Th^ authors admonlshed that 
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their sampling procedure may have generated\g bfased set Jbf cases 
aT\d that their study provides no basis for estimating t{*e rate of oc- 
currence of problem resolution without treatmen^j^^^Whlle their find- 
ings are not, therefore, generalizable they do 

"1) , resolution of alcohol problems without the aid of formar 
treatment does occur, 

* 

2) this is effective for some people, and 

3) the processes and^ associated factors are amenable to 
empirical investigation*^' (p- xix) "0:^ 
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Several factors were reporred to account for persons precluding 
formal treatment as a source of assistance for their problem* Of parti- 
cular importance were resistances t^ being labeled "alcoholic" and nega- 
tive attitudes toward institutional forms of intervention* -^i 

Among the conditions observed to initiate commitment to resolution I 
were; "identification with a negative role model, a personally humilia- 
ting event, the^onset of serious health problems, a sudden religious 
experience, extertslve exposure to educational information about the ef- 
fects^ of alcohol misuse and/or prior experience with self-control (e*g*, 
having^quit pigarette smoking)/* (p» xxi). 

The investigators found further that the initial commitment to change 
was*not itself a sufficient condition for resolving their drinking pro- 
blems; other social conditions were apparently critical to successful 
maintenance of problem resolution* including the availability of non- 
alcohol-related leisure activities, reinforcement from friends and family, 
and the existence of relatively stable ecor\pniic support systems* 

The Tuchfeld 'study raises a* number of provocative issues for^ future 
research as do other preliminary findings on the natural remission pro- 
cess* Given the costliness of formal treatment interventions and the 
fact that such treatment reaches only if relatively *small proportion of 
the estimated alcoholic population, the Question of natural remission 
ill untreated alcoholics would seem an urgent topic for further and more 
extensive study. 
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